KING COUNTY EMS CISM PROGRAM CISD
DEBRIEFING/DEFUSING REPORT " Defusing
DATE OF INCIDENT: | TIME:
DEBRIEFING DATE: | TIME:
REQUESTING AGENCY: POINT OF CONTACT:
PRIOR AGENCY TRAINING: None:

BRIEF DESCRIPTION OF INCIDENT:

LOCATION OF DEBRIEFING:
ADVANTAGE(S) OF LOCATION:

DISADVANTAGE(S) OF LOCATION:

NUMBER OF PARTICIPANTS:
SIGNIFICANT ISSUES FOR THE GROUP:

SUMMARY OF THE DEBRIEFING:

DID CISD TEAM MEMBERS MEET BEFORE CISD? AFTER CISD?
DO YOU RECOMMEND ANY FOLLOW-UP (REFERRAL TO PRIVATE COUNSELORS/AG. TRAINING)?
ARE THERE SPECIFIC ISSUES THAT YOU FEEL SHOULD BE COVERED IN AGENCY TRAINING?

ARE YOU ABLE TO PARTICIPATE IN THIS EDUCATION?
ARE THERE WAYS THE FOLLOW-UP PROCESS COULD BE MADE MORE EFFECTIVE?

w WARNING: Unauthorized interception or use of this fax could be a violation of Federal and State law. If you

have received this information in error, please notify the sender immediately. This fax may contain confidential
information belonging to the sender and may be used only for the purpose for which it was requested or

FAX TO: Ron Quinsey, CISM Manager intended. You are responsible for securing any confidential information. This fax may contain health care
information. Permission to use or disclose this information has been granted either by law or the patient. Further
206'296'4866 use or disclosure without additional patient authorization or as otherwise permitted by law is prohibited.
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ADDITIONAL COMMENTS:
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